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Y 000 Initial Comments

This Statement of Deficiencies was generated as
a result of the annual State Licensure survey
conducted at your facility on 8/5/08 This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed as a six (6) bed Residential
Facility for Groups which provides care to
persons with Mental lliness, Category | residents.

The facility has requested a bed increase from six
beds to seven beds.

The census at the time of the survey was 6
residents. Six resident files were reviewed and
two employee files were reviewed.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions ar other claims for refief that may be
available to any party under applicable federal,
state, or local laws.

The following regulatory deficiencies were
identified:

Y 085 449.199(1) Staffing-CG on duty all times
SS=F

NAC 449.199

1. The administrator of a residential facility shall
ensure that a sufficient number of caregivers are
present at the facility to conduct activities and
provide care and protective supervision for the
residents There must be at least one caregiver
on the premises of the facility if one or more
residents are present at the facility
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Employee # 2 denied leaving the
premises; she also denied stating
in the interview thét she had a
friend gtay at the home when she
needs to run errands. I am incling
to believe that she never left thdg
facility to run errands because si
has no reason to. I asked the resi
dents and they all said that she
I had made arrangement
with my cousin who is also a group

never left.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 085 Continued From page 1 Y 085 .
bag home provider, my brother and my
friend to deliver food, medicatiorn
and other supplies on a twice/wk
. o ‘ regular basis during the 4 wks. I
This Regulation is not met as evidenced by, am on vacation. I had also made
Based on interview, the Administrator failed to arrangements with the lady across
ensure that a staff member was on the premises the streat to run errands on emer-
when 1 or more residents were present in the gencies
facility. a. Hadddy a meeting with Emp. #2
g

on the subject

b. A written stern warning was
issued to emp.#2. (Att #1 Y085)
document shall be part of her file
Administrator shall monitor this
by making unannounced visits and

Findings include:

Interview of Employee #2 revealed that a
qualified caregiver is not always present to
provide food, shelter, assistance and limited
supervision to residents. Employee #2 stated

that at times when she needs to run errands a telephone calls; residents will bg¢
"friend" stays at the home. There was no asked regularly
employee file available for the "friend". c. 08-26-08

Severity; 2 Scope: 3

Y 178 449.209(5) Health and Sanitation Y 178
$S=F l.a. Burned out light bulb has be¢n
replaced; l.b. Emp.#2 was re-oriept
NAC 449.209 on the different types off light
5 The administrator of a residential facility shall bulbs we have on stock at all times
ensure that the premises are clean and that the A lighting fixture guideline has
interior, exterior and landscaping of the facility are been put in place (Att #2 Y 178),
well maintained. showing what, when and where to
use the light bulbs; administratof
will monitor; 1l.c. 08-27-08
2.a. The grout was cleaned and
, o . stripped. Afterwards, the tiles
ThmFmgmmmnlspohnaasgwdgmedbw were re-grouted; 2.b. The tile
Based on obs_ervatlon the facuht_y fa_lled to ensure grout will be cleaned and str ippep
that the premises were well maintained and/or re-gtouted once every six

months or as often as necessary;
the administrator will monitor thrs

Findings include

Hf deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

STATE FORM sass copligyali t 2004
R2US11 RE&@TVEﬁ 2
AVY 9 9 7008

OF LICENSURE AND CERTIFICATION
BUREA LAS YEGAS . NEYAD®



PRINTED: 08/20/2008

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTICON

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NVS234AGC

FORM APPROVED
{X2) MULTIPLE CONSTRUGTION iX3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING
08/05/2008

NAME OF PROVIDER OR SUPPLIER

TRINIBELLE ELDERLY CARE

STREET ADDRESS, CITY STATE, ZIP CODE

5319 STAMPA AVE
LAS VEGAS, NV 89146

58=D

NAC 4492744
1. The administrator of a residential facility that
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Y 178 Continued From page 2 Y 178 2.c. 08-27-08 (Att #3 Y178 & 2
1. The ceiling light in the hall bathroom did not 3.a. The pump was kept running for
function 24 hrs straight; necessary chemi-
' cals,i.e. chlorine, PH down were
2. The tile grout on the kitchen counters were added; pool sides and flooring
cracked, partially missing and dark in color. were scrubbed; 3.b. At least once
a week cleaning, testing of water,
3. The water in the swimming poo! was cloudy chemical treatment; in the absencg
and green. of the administrator for an exten
ded ded period, a reliable pool co.
Severity 2 Scope 3 will be hired; 3.c. 08-12-08
(ATT #4 Y 178 3)
Y 444 449,229(9) Smoke Detectors Y 444
58=F
NAC 449.229 Emp.#2 conducted the smike deted-
9. Smoke detectors must be maintained in proper tor tédst in @7@gX#4 07-15-08 and
operating conditions at all tmes and must be 07-30-08. Both times the smoke
tested monthly. The results of the tests pursuant alarms, inc. the one in the living
to this subsection must be recorded and room worked (Att #5 Y444). in
maintained at the facility. 08-15-08, I did another test and
all the smoke detectors, inc. the
) o ) one in the living room wotked.
This Regulation is not met as evidenced by: (Att #6 Y 444)
Based on observation, the facility failed to a. Continue with the once a month
maintain one smoke detector in proper operating smoke detector test; replace
condition. batteries of those that flailed to
S _ function; replace smoke detector
Findings include: .
if necessary.
The smoke detector in the living room failed to b. lggmiglggrator will monitor
alarm when tested, C-. e
Severity: 2 Scope; 3
Y 898 449.2744(1)(b)(4) Medication / MAR Y 898

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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provides assistance to residents in the
administration of medication shall maintain:
{b} A record of the medication administered to
each resident. The record must include:

{4) Instructions for administering the
medication to the resident that reflect the current
order or prescription of the resident's physician.

This Regulation is not met as evidenced by:
Based on interview, review of the medication
administration record (MAR) and the labelled
prescription, the facility failed to ensure that
instructions for administering a medication
reflected the current physician order on 1 of 6
residents. {(#4)

Findings include:

The prescription label on Resident #4's
medication bottle read Clonazepam 1 mg, take 1
tablet twice a day. The MAR listed the dose as
one-half tablet twice a day.

Interview with Employee #2 indicated that the
physician had changed the medication order.
There was no documentation to confirm the order
change.

Severity: 2 Scope’ 1
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Y 898 Continued From page 3 Y 898

The documentation on the change
of the medication for resident #4
is kepti in his file, to safe-
guard it from being misplaced
(Att #7 Y 898)

4 .The document was copied and
attached to the MAR

b.Any changes on the medication
oeder shall be made in two copies;
one, for client's file and the
other for MAR; administrator will

monitor

c. PBPZEP 08-26-08

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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